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Attachment4.19A(1) 

S t a t e  P l a n  mder Title XIX of the Social Security Act 
S t a t e :M a s s a c h u s e t t s  

In s t i t u t iona lRe imbursemen t  

F. TREATMENT of REIMBURSEMENT for R e c i p i e n t s  i n  the Hosp i ta l  on 
~ the B f f e C t i W  Date of the H o s p i t a l  C o n t r a c t  

Except where payments  d i e mare  made on a p e r  b a s i s ,  
reimbursement to  p a r t i c i p a t i n g  h o s p i t a l s  for services provided 
t o  Medicaid recipients who a r e  a t  a c u t e  i n p a t i e n t  s t a t u s  p r i o r  
to October 1, 1996 and who remain a t  a c u t e  i n p a t i e n t  s t a t u s  on 
October 1, 1996 s h a l l  c o n t i n u e  to  be a t  the h o s p i t a l  's r a t e s  
e s t a b l i s h e d  prior to  the RY97/RY98 RFA. 

R a t e0. FU t u r e  Y e a r s  

Ad jus tmen t s  may be made e a c hr a t ey e a r  t o  u p d a t er a t e s  and 
s h a l l  be made i n  accordance w i t h  the h o s p i t a lc o n t r a c t  i n  
e f f e c t  on t h a t  d a t e .  

n. 	 Errors i n  C a l c u l a t i o n  of Pass-throughAmounts,  Direct Medical 
Educat ion Cost or Cap i ta l  Costs 

I f  a t r a n s c r i p t i o n  error occurred or i f  the incorrect 1ine was 
transcribed i n  the c a l c u l a t i o n  o f  the RY97 or RY98 p a s s 
through costs,  direct medicaleducat ion  costs or c a p i t a l  
costs, r e s u l  t ing  i n  anamount not condstent w i t h  the 
methodology, a correction can be made a t  a n y  t i m e  dur ing  the 
f i r s t  y e a r  f o r  errors i n  RY97 or the second y e a r  o f  the 
c o n t r a c t  for  errors i n  RY98, uponagreement by both p a r t i e s .
Such corrections w i l l  be made to  the f i n a l  h o s p i t a l - s p e c i f i c  
r a t er e t r o a c t i v e  to  the ef fect ive  d a t e  of the c o n t r a c t  
r e s u l t i n g  f r o m  the RFA b u t  w i l l  not a f f e c t  c o m p u t a t i o n  o f  the 
statewide average payment amount or o f  any  o f  the e f f ic iency
s tandardsapp l i ed  to  i n p a t i e n t  or c a p i t a l  costs. H o s p i t a l s  
mustsubmi t copies o f  the r e l e v a n t  report a s  referenced i n  
Data Sources (Section I V . A )  , h i g h l i g h t i n g  i tems found t o  be i n  
error, t o  K i k i  Feldmar, Division o f  Med ica lAss i s tance ,  
Benefit Services, 5 t h  f loor,  600 Washington Street, Boston, MA 
02111during the term of the c o n t r a c t  t o  i n i t i a t e  a 
correction. 

I .  New HOSPI t a l e  

The r a t e s  of  reimbursement f o r  a newly p a r t i c i p a t i n g  h o s p i t a l
s h a l l  be determined i n  accordance w i t h  the provisions o f  the 
RFA to the extent the Division deems possible. If da ta  
sources specified by the RFA a r e  not a v a i l a b l e ,  or i f  other 
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factors do not permit precise conformi t y  w i t h  the provisions
ofthe RFA, theDivision shal l  select  such substi tute da ta  
sourcesorothermethodology(ies) which the Division deems 
appropriate i n  determining the hospital 's rates. Such r a  tea 
shal l  not a f f e c t  computation of the statewide average payment 
amount or any o f  the  e f f ic iencystandards a p p l i e d  to inpatient 
orcapitalcosts. 

J. Hospital Change of OWNerShip 

F o r  any hospital which i s  p a r t y  t o  a merger, sale of  assets,  

other involvingidentity,
or transaction the licensure, 

ownership, oroperation of the hospital, the Division. in i t s  

sole discretion, s h a l l  determine, on a case-by-case BASIS (1) 

whether thehospitalqualifiesfor reimbursement under the 

RFA. and, i f  so, ( 2 )  theappropriaterateof reimbursement. 

The Division ' a  determination s h a l l  be based on the  to ta l i ty  o f  

thecircumstances. Any such rate may, i n  the Division's Bole 


affect  computation thediscret ion,  statewide average 
paymentamount and/or any e f f ic iency  standard. 
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(c) If,as the RESULT of a ConcUtTult ern,thc Division or its agent determines that a 
recipient’s stay is no longer ADMINISTRATIVELY neccSSary due to the availability ofan 
appropriate placEmENt,theDivision willnot pay for any part of tkhospital stay that follows 
ten days after the date of notice to the hospital andto the recipient that the stay is no longer 
ADMINISTRATIVELY necessary. 

(D) If. as the result of a review, the Division or its AGENT dcttrmines that there was no 
medical or ADMINISTRATIVE necessity for a hospital adminion, a hospital stay, or any part of 
a hospital stay, the Division willnot pay for that admission, stay, or pan of a stay. 

(E) If,as the RESULT of a review, the Division or its agent denies the d for any hospital 
SERVICESdcliva-cd to a recipient during a hospital my. the Division will not pay for that 
service. 

0 If a hospital stay or service is reviewed by the Division or its agent C with 
a recipient’s acute hospital admissionorstay Ud the admission. service,and stay, orany part 
ofit.arccatifiedatthetimtofieviewasr;ladicallyoradministrativclynectssaryand 
appropriate, the Division wiU mat that CERTIFICATION as binding for paymentPURPOSES 

(G)If. as the result of a review, the Division or iis agent dettrmines that any hospital 
admission, stay, or SERVICE provided to a recipient w a s  sub+ to a SERVICES limitation (see 
130 CMR 450.106) and was delivered without obtaining authorization from the recipient’s 
primarycare provider. the Division will not pay for that admission, stay, or service. 

(H) Certification of out-of-stafc hospital claims must bc madeby the organization 
responsible for that state’s Medical ASSISTANCE Program utilization review. 

415.415: ReimbursableAdministrativeDays 

(A) Administrative days as defined in 130 CMR 415.402 are reimbursable if the following 
conditions arc nkt: 

(1) the RECIPIENTrequires an admissionto a hospitalor a continued stay in a hospitalfor 
reasons other than rhe need for SERVICES that can only be provided in an acute inpatient 
hospital as defined in 130 CMR 415.402 (soe130 CMR 415.415(B) for examples); and 
(2) a HOSPITALis making regular EFFORTS to dischargetherecipient to theappropriate
SETTING Thcsc efforts must be dodumurtcd according to the procedures -bed in 
130 CMR 450.205. The’regulationscovering discharge-planning standards d h b d  in 
130 CMR 415.419 must be followed, but theydo not prelude additional, effective 
discharge-planning activities. 

(B) Examples of situations that may REQUIRE hospital stays at less than a.hospital level of 
care include, but axe not limited to.the following. 

(1) A recipient is awaiting TRANSER to a CHRONIC disease hospital,rehabilitation hospital,
NURSING facility. or anyotha institutional PLACEMENT 
(2) A RECIPIENT is awaiting arrangement of homc SERVICES (nursing, home health aide, 
durable medical equipment. pasonalcare attendant, thERapies, or other commuNIty-bascd 
services). 
(3) A recipient is awaiting ARRANGEMENT OFRESIDENTIAL psychiatric, or 
SERVICES by a public or priMtc AGENCY \ 

(4) A RECIPIENTwith lead poisoning is awaiting deleading of his or h a  RESIDENCE 

(5) A recipient is awaiting results of a REPORT of abuse or neglect made to any public 

agency charged with thc investigation of such reports. 

(6) recipient in the custody oftheDepartmEnt of Social SERVICES is awaiting fosta cafe 

when otha temporary living arrangements arc unavailable or inappropriate. 


. . .  
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. =", .e DIVISION OF MEDICAL ASSISTANCE . .  
-. 415.415: continued 

0) A recipient cannot be treated or maintained at home because the primary caregiver 
is absent due to medical or psychiaTRic crisis, and a SUBSTITUTE caregiver is not available. 
(8) A recipient is awaiting adischarge frwnthe hospital and is receiving skilled nursing 
or othcr skilled SERVICES Skilled SERVICES include, but are not limited to: 

(a) MAINTENANCEof tube feedings 

(b) ventilator MANAGEMENT 

(c) dressings. irrigations.packing, and otha wound treatments; 

(d) routine adminisnation ofmedications; 

(e) provision of therapies(respiratory, SPEECH physical, occupational, ctc.);

(0insertion.irrigation.and replacement of CATHETERS and 

(g) INTRAVENOUS INTRAMUSCULAR or SUBCUTANEOUS injections, or inTRAvenous FEEDINGS 
(forurample. total PARENTERAL nutrition.) 

415.416: NonrEIMBuRAbleADMINISTRATIVE Days 

Administrative days arc not reimbursablewhen: 

(A) a hospitaliZed RECIPIENT is awaiting an APPROPRIATE placancnt or servicesthat arc 
currently availablebut the hospital has nottransfcnul ordischarged the recipient because of 
the hospital's ADMINISTRATIVEor optional delays; 

(B) the Division or its agent determines that appropriate noninstitutional or institutional 
placement orservices are available wirhii areasonable distance of the recipient's 
noninstitutional (customary) RESIDENCEand the RECIPIENTthe RECIPIENT family. or any person 
legally responsible for the recipient refuses the placunent or services; or 

(C) theDivision oritsagentdeterminesthatappropriatenoninstitutionalorinstitutional 
placement or SERVICES are available within a rtasonable DISTANCE of therecipient's 
noninstitutional (customary) RESIDENCEand advim the hospital of the detamination. and the 
hospital or the physician refuses or neglects to discharge the RECIPIENT 

415.417: Notification of Denial,REconsidEration.and APPEALS 
e 

(A) Notification of Denial. The Division or its agent shallnoti@ thc RECIPIENTthe hospital. 
and the recipient's attending physician wheneverit dernmins aspart of a concurrent review 
that the hospital admission or stay. or any part thereof, is not medically or ADMINISTRATIVELY 
necessary. The Division or i&agent shall notify the hospital and the RECIPIENT’S anending 
physicianwhenever it determines as part of aconcurrent or 've review that the 
hospital stay is or was no longer medically necessary but isor-%tntively NECESSARY 
The Division or its agent shall now the hospital and the RECIPIENT whencva it determines 
aspart ofa CONCURRENT review that a hospitalstay is no longer AdminISTRativElyNECESSARY due 
to the refusal of an appropriate placement 

(B) Reconsideration. An agent of the Division under 130 CMR 415.000 may provide an 
opportunity for reonsideration of a determinationmade by that AGENT If a reconsideration 
is available. notice of the agent's decumination will include written notice of: the right to 
a ruxwiduation; thc time within and manna in which a roconsichation must be requested; 
and theTIMEwithin which a decision willbe m d a a d '  AHOSPITAL a physician, or a recipient 
cntitkd U, have adettrmination rcconsidacd must REQUEST and have areconsideration 
dctcrmination given before requesting a hearing under 1% CMR 415.417(C). 

(C) Appeals to theDivision. 
(1) A recipient m y  rcqwst a fair hearing befoe &Divisionwhen the Division or its 

. agent dctumincs as the rcsult of aconcurrentreview that a continued m y  is not 
administntivElyNECESSARY due to the availability ofan appropriate placementasdcscribad 
in 130 CMR 415.415. 
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IRAIYSfERRIYO HOSPITAL 


~ t w r r r ~ ~ ~ w aPI ~TRAIIS~ERRIYO HOSP ItuwsftnRltto HOSP: i 

SUSTANCE Alum IM\SA CONTRACT RATEMH\SA CONTRACT RAtE(MH\SA CONTRACT RATE 


ptctlvlwo HOSP l R r c t l v l w o  HOSP (RECLIV HOSP; I 

MH\SA CONTRACT RATE\MH CONTRACT RATE I u
............................................................................. 
............................................................................. H 



IO: REUlVtNO U l t  ......................................................... 
I ME0 ma I PSYCH I SUB\ABUSEI...---.....-.......~...................~...........*....... I 

I 

NON-MANAGED CARE RLClPlfY1 

....................................................... 
I WED QIG I PSYCH I , SUB\ABUSE
I.................-.l.................-.l...-.=-.......... 
I.......................................................*. 
(IMYSfERRlNc I . llluivSftRRlYO Ull11 IIRUSfERRIWO I 
lREctlVlN0 Ullll: (TRANSFER ? E l  DIEM (R�alVlwOUI18a 
11 SPAD OyLr IRECElVlYO W I f  I 11 WID ONLY 

I lPSYCN PER DIEM I(........................~....~................~.......... 

IlRAMSftRRlNO Ulll: IlRAUSftRRlNG I IIRUSffRRlNa W l f  
PSYCH PER DIEM lracr~v~voUNITS p w c w  PER DIEM 
(REtflVIYO UNIT IPSYCN PER DIEM lREUlVlYO UNIT 
(TRANSFER PLR DIEM I IIRUSfER ?El DIEM 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
lIRANSfERRIN0 I IIRAYSr�RtIYO UYllr IlRANSftRRlYO 6 
(REctlVlYO UIIlS1 ./ltRANtfER ?ER DIEM \RECElVlYO UNITS 

11 SPA0 mLY ptcrlvlwo WII: II WADONLI 

I lPSYCl PER DIEM I ......................................................... ......................................................... 
~IRAYSffRRlYO I )lRANSfERRlYG UNIT I1RAYSfERRlYO 8 
lRECElVlYG WlIS: (TRANSER PER DIEM l l lECElV lN0  Ulllsl 
(1 $PAD ONLY p t t t ~ v ~ w oWIT 11 SPAD aLr 
1 psrcr PER DIEM II.....................;.................................... 
) IRAYSfERRIYO ,WIT: IlRAwSfERRlMO I (1RAYSFERRIMa wll 
(PSYCHPER DIEM (RECElVlNO UlIlSr lPlrCH PER DIEM 
lRECElVlW6 Ulll: IPSYCM PER D I E M  (RtCt IVlYGUlll: 
(IRANSfER PER DIEM I TRANSFER PER DIEM . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
llRAYSfERRlYO I (1RAYSfERRlYG Ull: IlRAYSfERRIYQ 4 
(RECEIVIYO UlllSt llRANS PER DIEM lRECtlVlYG Ulllst 
11 SPAD ay L Y  (RECEIVING W I I I  I r  SPAD OMLY 
I IPSYCH PER DIEM I ......................................................... 

* Applies t o  non-MH/SA Network Hospitals with agreements with theDivisions MH/SAp provider for the relevant services. 
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- 
130 ~~, .: DIVISION OF MEDICALASSISTANCE 

435.401: continued 

(B) A l l  administrative and processing costs associated with the provision of blood and its 
DERIVATIVESareallowed fixin theRATE-DETERMINATION process and are not separately reimbursable. 

(C) Ifa RECIPIENTOcQIpies a priMteroam. thehospital willnot be paid more forthe cost ofthat 
mom than the inpatient mom charge approved by the MasSACHUSETTS Division of Health Care 
FINANCE and Policy. Funhamore. the hospital shall not billthe recipient fixsuchcharges. 

(F) Rest-home (level IVSERVICES arc not reimbursable. 

(A) J ' %a. TheSCREENINGPROGRAMappliesto dl in-stateandout-of-statechronic-disease 
andrehabiditationhospitals,except those partiapating in a managed Careprogramfor atl 
inpatients (see130CMR 435.402). The screening programdescribed in 130CMR 435.408is 
intended toensure thatmedical and nursing services are medically necessary. The Division will 
pay for chronic-disease and rehabilitation hospitalservices only when the Division or its agent 
determines, pursuant to a screening, that such services are medically necessary and authorizes 
such services priorto admission or conversion. 

(B) SCREENING 
(1) To initiate admissionor conversion SCREENING the hospitalmust telephone the Division 
or i ts  agentgrior to the proposed admissionor anticipated conversion and must: 

(a) describe the medical condition that necessitates a chronicdisease or rehabilitation 
hospital admission or continued stay; and 
@)anticipatedlength state the of stay. e 

(2) TheDivision or itsagent will apply tt: !evel-of-carccriteriastated in 130 CMR 
435.409or 435.410,whicheverisapplicable. to determinethemedicalnecessityof the . 
proposed admission or continued stay, as.wellas the anticipatd length of stay. 
(3) Ifthe Division or its agentdetermines that the proposed admissionor continued stay is 
not medically necessary anddenies authorization for such admission or continued stay, the 
hospital may appeal the denialas stated in 130CMR435.408(C). 
(4) Ifthe Division or i t s  agent determines that the proposed admissionor continued stayis 
medically necessary, the admission or continued stay will be authorized with a specified, 
approved lengthofstay, andthe hospitalwillbe issued a preapproved screening numberto 
be used when billing forthe hospital stay. Approvat may be given by telephone; however, 
authorization for paymentiscontingentupon RECEIPT of written authorization fiom the 
Division or its agent. The Division w i l l  not pay the hospital for anycosts incurred after the 
expiration of the specified. approved length-of-stayperiod. 

. .  . .  . . .
9. ~ 

(A) -. Services in chronic diseaseand Massachusetts Department of PublicHealth 
hospitals arc reimbursable only when the recipient meets the level-of-care criteriain 130 CMR 
435.409@)( 1) or (2). 

of -. .  . In determining medical necessity, the Division or its agent will@) Idwet- 
applythecriteria in 130 CMR 409@)( 1) and (2). In addition,theMedicare Adult 
Appropriateness Evaluation Protocol (AEP) utilized by the Peer Review Organization (PRO) 
will be used as a guide. To bemedicallynecessary.anadmission to or continued stay in a 
chronic disease or Massachusetts Department of Public Health hospital must meet one ofthe 
following- two criteria, in compliance with 130 CMR 450.204. 

7/26/96 (Effective 8/I /96) O F F I C N  I30 CMR - 495 



13C .R:DIVISION OF MEDICAL ASSISTANCE 
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435.409: continued 

(I)  The recipient must requireservices that: 
(a) can be provided safely and cffcctiwly at a chronic disease hospital level. Such 
services must be ordered by a physician and doaunented in the recipient's RECORD and 
(b) indude at least daily physician INTERVENTIONor the24-hour availability ofmedical 
SERVICES and equipment availableonly in a hospitalSETTING 

(2) The recipient's medical condition and TREATMENT needs am such that no efftdive, less  
costly ALTERNATIVEplacement is available to the RECIPIENT 

. .(A) -. A recipient is considend Appropriate hr REHABILITATION hospital placement
only whm a med i i  NEED exists for an inteasive REHABILITATION PROGRAM &a! includes a multi-
DISCIPLINARY approachtoimprove the recipient's ABILITY to FUNCTION to his or ha maximum 
potatid. Factors must be present in the recipient's codtion tht indicruc the potential for 
functionrlmovemcnt or M o m  h m  pain. A RECIPIENT who requires therapy SOLEY to maintain 
W o n  is not considered an appropriaterehabilitation hospital patient. 

' \  
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'*+A-W 
n o  CMR: DIVISION OFMEDICAL ASSISTANCE 

130 CMR 433.000: PHYSICIAN SERVICES 

Section 

433.40 I : Dcfiitions 

433.402: Eligible RECIPIENTS 

433.403: PROVIDER Eligibility 

433.404: NONREIMBURSABLECIRCUMSTANCES 

433.40% Maximum ALLOWABLE Fees 
. .433.406. IndividuAL Conssdartron 

433.408: Rioi AUTHORIZATION 

433.409: RECORDKEEPING(MEDICALRECORDS)REQUIREMENTS 

433.410: REPORTREQUIREMENTS 

433.41 I.: Explrnuion of AbbRevIAtions m SERVICE DESCRIPTIONS 

433.412: OFFICEVISITS lntroducrion 

433.413 ofFIceviSiTS sERviceLimitioNs 

433.414 Hospital Emagency Room. OUTPATIENTDIVISION .ad Courtesy Room VISITS 

433.415: Hospital VISITS SERVICE Linriptiontmd Screening Requiremeats 

433.416: Nursing Home VISITS SERVICE Limituions 

433.417: Homevisits  SERVICELIMITATIONS 

433.418 CONSULTATIONS SERVICE Linriotions 

433.419 NursE-Midwife SERVICES 

433.420: obstetric services: Introduction 

433.421: OBSTETRIC Services: Global kMahod of ReimbursEmEnt 

433.422 OBSTETRICSERVICES Standard Global FEE 

433.423: ObstetricServices: EnhaMxd Global Fee 

433.424 OBSTETRICSERVICES Fee-for-Savice Method of Reimbursement 

433.425: Ophthalmology SERVICES Service Limitations 

433.426: Audiology SERVICES Service Limitations 

433.427: ALLERGY TESTING Mice Limitations 

433.428: PsychiATRY SERVICES Introducaion 

433.429: PYSCHIATRY SERVICES Scope of Services 

433.430: Dialysis: SERVICE Limitations 

433.43 1: Physical Medicine: SERVICE Limitations 

433.432: 0th- Medical PRoceduREs 

433.433: NURSE PRACTITIONER SERVICES 

433.436: Radiology Savi- Introduction 

433.437: RADIOLOGY Services: SERVICE Limitations 

433.4% CLINICAL LABORATORY SERVICES Introduction 

433.439 Clinical LaborAtORy SERVICES Service Limimtions 

433.440: DRUGS DISPENSING 

433.44 1: M e d i i  Supplies Dispensing 

433.451: SURGERY SERVICES Introduction 

433.452 surgERyservicES: payment 

433.454. ANESTHESIA services 

433.455: AboRtion Services 

433.456: Sterilization SERVICES Introduction 

433.457: STERILIZATION Services: M o d  Consent REquirEMents 

433.458: STERILIZATION SERVICES Consent Form 

433.459: HYSTERECTOMYSERVICES \ 


433.460: The Norplant System of Contraception 

433.463: DRUGS Intnoduction 

433.464: Drugs: PRESCRIPTION REQUIREMENTS 

433.465: DRUGS Prior AuthorizationRequirements 

433.466: DurableMedicalEquipment and MedicaL/Surgical Supplies: Inauduction 

433.467: DurableMedicalEquipment and McdicaL/Surgical Supplies: Prescription Requirements 

433.468: Durable Medical Equipmentand MedicaL/Surgical Supplies: Prior Authorization Requirements 

433.469: Oxygen and Respiratory Therapy Equipment 

433.470: Transportation SERVICES 

433.47 1: Therapy. Speech and Hearing Clinic, and Amputee Clinic Services 

433.472: Mental Health Services 


OFFIC 
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130 a DIVISION OF MEDICAL ASSISTANCE 

433.000: continued 

433.476 
433.477: 
433.418: 
433.479: 
433.480: 
433.481: 
433.482: 

4 3 3 . m  
433.484: 

..433.401: DEFINITIONS 

CONSULTANT-a licensed physician whose practiceis limited to a specialty and whose written 
advice or opinion is REQUESTEDby another physicianor AGENCY in the evaluation or TREATMENT 
of a recipiEnt*sillness or disability. 

_Consultation - a visit made at the request of ahother physician. 

COSMETIC SURGERY - a surgical procedure that is p e f o d  for the exclusive purpose of 
ALTERING appearance and is unrelated to physical diseaseor defect, or traumatic injury. 

COUPLETHERAPY THERAPEUTIC SERVICES pmidcd to a couple forwhom dre disruption of their 
marriage, FAMILY or relationship is the primary mason for seeking TReatment 

Dinnostic RADIOLOGY Service - a radiology SERVICE intend@ to identify an injury or illness. 

DOMICILIARY - for usc in the recipient's placeofresidence,including a long-term-carEfacility. 
t 

Emern- - a sudden or uncxpaxcd illness or injury that must be mated promptly to 
prevent harm to the recipient 

cncv Admission SERVICE- a complete history and physical EXAMINATIONby a physician 
of a recipient admitted to a hospital in an emergency. when definitive a r c  of the recipient 
is assumed subsequently by anotha physician on rhe day of ADMISSION 

FAMILYPlanning -any medically approvedmunf includingdiagnosis,TREATMENT and related 
counseling. that assists individuals of CHILDBEARING age. including SEXUALLY active minors, in 
determining the number and spacing of their CHILDREN 
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130 CMR:DIVISION OF MEDICALASSISTANCE 

433.401:continued 

Family THERAPY - a session for simultaneous treatment twoor mom membersof a family. 

@ O U D  THERAPY - application ofPSYCHOTHERAPEUTIC or CoUnseLing techniques to a group of. .~ m o s t o f w h o m a F c n o t r e l a t e d b y M o o d . m a r r i P g c o r k k r l g ~P-

HIGH-RISK Newborn a m  -cutof a full-term newbom with a critical medial condition or 
of a prematurenewborn requiring intensive care. 

HomeorNmsinrHomeVisit-avisitbyaphyricirnto8recipient8ta~idtncc,nuning 
facility, extended cut facility. or CONVALESCENT or test home. 
HOSPITAL Visit - a bedsidE visit by a physicianto a hospitalized recipient. except for btim 
preopantiveandposropareivtarc 

fiwteractomv-amedicrlpDocedureorapaPeionforthepurpascofremovingtheumus. 

Individual PSYCHOTHERAPY - pRivate THERAPEUTIC services provided to a RECIPIENT to lessen or 
resolve EMOTIONAL PROBLEM CONFLICTS and -. 
Institutionalid IndividuAL - a recipient who is either: 

( I )  involuntarilyconfined or detained unda a civil or criminal statute in a correctional 
or rehabilitative facility, including a mental hospital or other facility for the care and 
treatmat of mental illness or 
(2) confiied under a voluntarycommitment in a mental hospital or otha facility for the 
cam and TREATMENT of mural illness. 

Jntensive a m  SERVICES- the services of a PHYSICIAN otha dun the attcndiig physician, 
provided for a continuousPERIOD of hours (rather dun days), required for the TREATMENTof an 
unusual ASPECT or complication of an ILLNESS injury, or pregnancy. 

Mentally IncomPetentIndividual - a recipient who has bccn d e c l a r e d  mentally incompetent 
for any purpose by a federal. state. or local court of jurisdiction, unless the individual haf 
been declared competentto consent to STERILIZATION 

pot Otherwise Classified - a turn used in the lists of mice codes and descriptions in 
Subchapter 6 of the PHYSICIAN MANUAL for m i c e  codes that should be used when no other 
service code is appropriate for theSERVICEprovided. 

- gaseous or Iiquid medical-gradEoxygen that conforms to United States 
PhARmacopoeia 'Standards. 

Pediatric Office VISIT-a medical visit by a recipient under21 YEARS of age to a physician's 
office or to a hospital outpatientdepartmat, EMERGENCY room. 01courtesy mom Wecl visits 
arc not REIMBURSABLE when paformed in the EMERGENCY room. 

PROLOGNED DETENTION-constant attendanceto a recipient incriticalcondition by the attending 
physician. 

'\ 

RECONSTRUCTIVESURGERY - asurgical procedure that is pufomred to correct.repair.or 
ameliorate thephysical effects of physical DISEASE or defect (for example. correctionof cleft 
palate). or traumatic injury. 

Referral the TRANSFERofthetotalorspecific care of arecipientfrom onephysician to 
another. For the purposes of 130 CMR 433.000. a referral is not a consultation. 

RESPIRATORYTherapy EQUIPMENT - a product that: 
( I )  is fabricatedprimarily and customarilyforuse in thedomiciliarytreatment of 
pulmonary insufficiencies for i t s  therapeutic and remedial effect; 
(2 )  is of provenqualityanddependability;and 
(3 )  conforms to allapplicablefederal ANDSTATE product standards. 
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433.401: continued 

Routine Study -a set of X rays of an EXTREMITY that includestwo or more views taken at OM 
sitting. 

The Division paysforphysicianseavicesprovided to Medical Assistance recipients 
(categories of assismcc 0.1.2.3,5. 6.7. and 8). subject to the remidons and limitations 
described in 130 CMR 433.000. For information on nzkbmabk SERVICES for recipients of 
the EMERGENCY Aid to theElderly, Disabled and childrenProgram (category of assisSTance 4). 
see 130 CMR 450.1 11. Recipients PARTICIPATING in MassHEAlth Managed Care program 
require service authorintion before cumin MENTAL health and substance abuse services are 
provided. For information, see 130 CMR 450.124. For REGULATIONS awraning Early
and Periodic Screening, Diagnosis and TREATMENT(EPSDT) services.see 130 CMR 450.140 
et sq. 

433.403: PRovider ELIGIBILITY 

(A) PARTICIPATINGPROVIDERS 
(1) 130 CMR 4 3 3 m  applies to MEDICALRADIOLOGY LABORATORY ANESTHESIA and surgery.. ‘gintheMedicalAssistanocSERVICES provided to RECIPIENTS by PHYSICIANS PARTICIPATIN 

Program as of the date of SERVICE A physician most have a Medical Assistance provider 

numbubcfortaclrimwillbeproocssedbytheDivkioa 

(2) To be eligible for PAYMENTS a physician must be physically present and actively 

involved in the TREATMENT ofthe RECIPIENT T i  paid S in the SERVICE 

descriptions refer to the amount of time the physician penonally qmds with the 

rocipient .urceptinthciruwcetnaced~therariccunbepaformedundcrthe 

dirccx supemision of rhc physician. For SURGERY thephysician must be scrubbed and must 

be present in the OPERATING room during the major portion of an option.  


(B) Jn STATE A physician who is lidby the muset&Board of Registration in 
Medicine and who mceu the REQUIREMENTS in 130 CMR 4?3.403(A) is eligible to participate 
in the Medical Assistana hogram. 

( C )  Out-of-State An out-of-state PHYSICIANwho is lidtopractice in his state. who has 
obtained a Massachusetts Medical Assistance providernumber. and who meets the 
requirementsof 130 CMR 433.403(A) is eligibleto participate in theMASSACHUSETTS Medical 
Assistance Program. TheDivisionwillpay an out-of-statephysicianforproviding 
reimbursable services to a Massachusetts recipient only under the following circumstances. 

(1) Thephysicianpractices in acommunityofConnecticut.Maine,NewHampshire. 
New York. Rhode Island, or Vermont thatis within 50 miles of the Massachusetts border 
and provides services to a recipient who resides in a Massachusetts community ncar the. 
border of thatphysician’s state. ; I 8 . ’ . ,.. 

L.. ’ 4  g, \: 
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